Slow-growing, infiltrative brain tumours may modify the electrophysiological balance between the two hemispheres. To determine whether and how asymmetry of EEG rhythms during motor preparation might occur following "awake brain surgery" for this type of tumour, we recorded electroencephalograms during a simple visuo-manual reaction time paradigm performed by the patients between 3 and 12 months after surgery and compared them to a control group of 8 healthy subjects. Frequency analyses revealed imbalances between the injured and healthy hemispheres. More particularly, we observed a power increase in the δ frequency band near the lesion site and a power increase in the α and β frequency bands. Interestingly, these alterations seem to decrease for the two patients whose surgery were anterior to 9 months, independently of the size of the lesion. Reaction times did not reflect this pattern as they were clearly not inversely related to the anteriority of the surgery. Electrophysiology suggests here different processes of recovery compared to behavioral data and brings further insights for the understanding of EEG rhythms that should not be systematically confounded or assimilated with cognitive performances. EEG monitoring is rare for these patients, especially after awake brain surgery, however it is important.
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Introduction
Low-Grade Gliomas (LGG -World Health Organization grade II gliomas) are slow-growing primary brain tumours that develop at the expense of glial cells. Because of their infiltrative and diffuse nature, maximizing the resection of tumoural tissue bordering or merging with functional areas brings important risks of neurological impairments (Duffau and Capelle, 2004) . It is therefore crucial to distinguish the eloquent cortex and preserve structures supporting essential cognitive processes such as language or motor control from surgical injury (Plaza, Gatignol, Leroy, & Duffau, 2009; Schucht, Moritz-Gasser, Herbet, Raabe, & Duffau, 2013) . In this context, direct electrical stimulation (DES) is used during wide-awake brain surgery for online mapping of brain functions (Duffau, 2015; Mandonnet, Winkler, & Duffau, 2010) . The neurosurgeon applies DES with a bipolar stimulator on the surface of the brain and along underlying white matter tracts while the patient is asked to perform a set of motor, language, and cognitive tasks. If the patient consistently fails neuropsychological tests during the stimulation, this means that the region remains functional despite the invasion of the lesion and should be preserved. Conversely, if the stimulated region does not cause deficits in appropriate tasks, this means that its function is taken over by another region. This surgical routine allows the progressive identification and optimal resection of the tumour up to the functional limits (Duffau, 2015) .
Tumour discovery mostly relies on first epileptic seizure or incidental detection rather than neurological complaints from patients. It has been suggested that the slow progression of LGG contrasts with more acute lesions, allowing the central nervous system to ensure functional homoeostasis while the tumour disseminates to other brain areas (Desmurget, Bonnetblanc, & Duffau, 2007; Duffau, 2013 
